Bronchopulmonary aspergillosis is usually caused by Aspergillus fumigatus. The six cases from the Sudan reported here were due to Aspergillus flavus. Three of the patients had primary invasive disease, one had Aspergillus mycetoma in a pre-existing lung cavity, and two had allergic aspergillosis. A special feature of the invasive disease was the clinical and radiographic simulation of malignancy, particularly in one patient who had multiple disseminated nodules of fungal granulomata in the skin of the lower abdomen.
Fungi of the genus Aspergillus are filamentous organisms that produce airborne spores and have a wide distribution as saprophytes in nature. Occasionally they become pathogenic to man and cause a variety of lesions, the most important of which is pulmonary disease. The latter appears in well-recognized clinical forms for which several classifications have been suggested (Gowing and Hamlin, 1960; Campbell and Clayton, 1964; Kennedy, Malone, and Blyth, 1970) . Another type of aspergillosis is that affecting the paranasal sinuses, a rare condition elsewhere but not uncommon in the Sudan (Sandison, Gentles, Davidson, and Milosev, 1967; Milosev, Mahgoub, Abdel A'al, and El Hassan, 1969 (Mahgoub, 1971 was firm in consistency and the cut surface was of a homogenous close texture. The lumen of the main lower lobe bronchus was slightly narrowed and the overlying mucosa was apparently intact. The bronchial branches to the apical portion of the lobe were surrounded and stenosed by the mass at their origin, dilated distally, and they contained inspissated mucus. The rest of the lung showed patches of early bronchopneumonia. Histology of the mass showed several granulomata scattered in a dense hyaline fibrous tissue stroma. These granulomata were composed of epithelioid and multinucleated giant cells and in the centre of some there were small microabscesses (Fig. 5) . The PAS and silver stains showed septate fungal hyphae which occasionally branched laterally, inside the giant cells, and in the microabscesses (Fig. 6 ). of lymphocytes, histiocytes, and neutrophils but fungal invasion of the vessel wall was not observed (Fig. 7) . The inflammatory granulomatous reaction invaded the bronchial cartilage and there were small mucosal ulcers.
CASE 2 The specimen received was an irregular mass of subcutaneous tissue measuring I cm in its greatest diameter. It was unencapsulated and firm in consistency and the cut surface was yellowish white and homogenous. Histopathology showed the same features as in case 1 with the reaction involving the dermis and subcutaneous tissues.
CASE
3 The surgically removed specimen measured 4 cm in its greatest diameter. It was of a light brown colour and friable. Histopathology showed tangled fungal hyphae with septa and branching. Some of these carried vesicles typical of Aspergillus species.
DISCUSSION
The commonest cause of bronchopulmonary aspergillosis is A. fumigatus (Hinson, (Finegold, Will, and Murray, 1959; Naji, 1959; Carbone, Sabesin, Sidransky, and Frei, 1964 Vedder and Schorr (1969) .
It is almost certain that the bronchiectasis in case 1 was the effect rather than the cause of the fungal granuloma; the patient had no history of antecedent respiratory disease and the healthy looking but dilated bronchi did not show evidence of bacterial or fungal infection. We believe that the histopathological changes in the first two cases are due to two factors: first, the invasive nature of the fungus and, second, the associated immunological reaction which is suggested by the presence of fibrinoid necrosis and arteritis. The role of fungal metabolites or toxin cannot be excluded.
